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Acquired Immunodeficiency Syndrome
(AIDS) surveillance activities monitor
AIDS in Hawai'i through continuous
collection, analysis, and dissemination
of population-based information of
AIDS and AIDS mortality. Hawai’i
AIDS surveillance is accomplished by
both active and passive case surveil-
lance. Active surveillance is based on
laboratory reporting of low CD4 counts
(CD4 <200 Cellg/pL and/or percent of
total lymphocytes <14%). In addition,
direct contact with physicians, review
of media records and information from
death certificates are part of the active
surveillance. Passive surveillance of
AIDS relies upon the diagnosing physi-
cian submitting AIDS case reports to
the Department of Health (DOH).

Case Reporting

AIDS: The first case of AIDS, as de-
fined by the Centers for Disease Con-
trol and Prevention’s (CDC) AIDS case
definition,* was reported to the DOH in
1983. Hawai'i Administrative Rules
Chapter 325, Section 2 require physi-
cians to report cases of AIDS upon di-
agnosis. Physicians submit confidential
case reports using CDC's HIV/AIDS
Case Report form to the DOH AIDS
Surveillance Program in a sealed confi-
dential envelope. The AIDS Surveil-
lance Program maintains strict security
and confidentially as required by State
law.

Benjamin J. Cayetano, Governor

HIV: Hawai'i does not require Human
Immunodeficiency Virus (HIV) casere-
porting at present. Proposed Hawai’i
Administrative Rules changes will soon
require physicians to report HIV posi-
tive individuals using an unnamed test
code (UTC). The DOH estimates that
there are about 2,300 to 3,200 people
living in Hawai'i with HIV infection
(non-AIDS).

Funding
The Hawai'i AIDS Surveillance Pro-
gram is federally funded by the CDC to
support national HIV/AIDS surveil-
lance and prevention activities.

AIDS Incidence and
Prevalence
As of December 2000, 2,454 AIDS cas-
es have been diagnosed and reported to
the DOH’s AIDS Surveillance Program.

Figure 1 shows AIDS incidence (the
number of new AIDS cases per year),
and AIDS prevaence (the number of
people living with AIDS each year)
from 1978 to 2000. Prevalence data
collected as of the year 2000, indicates
that there are 1,002 people living with
AIDSin Hawai'i.

The figure shows that incidence of
AIDS peaked in 1993. The 1993 peak
was due to an expansion of the CDC
AIDS case definition that year, resulting
in the diagnosis of additional cases that
previously did not meet the case defini-
tion. The development of highly active
antiretrovira drug therapy (HAART),
and implementation of early interven-
tion efforts have contributed to a contin-
uing decrease in AIDS incidence since
1993.

continued on page 4

Figure 1. Hawaii AIDS Incidence and Prevelance Cases
1978 - 2000
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Do you Wash your Vegetables?
Kaua'i Farmers Market Survey

Introduction

In recent years, foodborne disease out-
breaks traced to consumption of raw
fruits and vegetables have been in the
news. Reports of Salmonella-contami-
nated alfalfa sprouts, E. coli in apple
juice, and hepatitis A in strawberries
alarmed consumers, and have increased
awareness for the need to wash produce
before consumption. Parasitic diseases
may also be transmitted by consumption
of unwashed vegetables. These include
giardiasis, amebiasis, angiostrongyliasis,
fascioliasis and toxoplasmosis.

In January a Kaua'i physician contacted
the Kaua'i Department of Health (DOH)
because he was concerned that consump-
tion of unwashed vegetables from home
gardens or local farmers markets might
be a risk factor for exposure to An -
giostrongylus cantonensis which causes
eosinophilic meningitis. Hisconcern was
based on interviews with case patients in
his practice who reportedly ate unwashed
raw vegetables with no history of con-
sumption of raw snails or dugs. He re-
guested assistance to evaluate risk factors
and promote education related to con-
sumption of unwashed vegetables.

Preliminary Study
A preliminary microscopic survey was
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conducted on market produce by Kaua'i
District Health Office (DHO) laboratory
staff. Samples of lettuce and won bok
cabbage were purchased from two farm-
ers markets. The outer leaves were sepa
rated from the heads, and sterile water
was washed over the leaves. The wash
water was microscopically examined for
debris and organisms. Large amounts of
debris and microbes were seen in pro-
duce that appeared to be “clean.” There-
sults prompted the DHO to conduct a risk
survey.

Methods

A risk survey questionnaire was devel-
oped to determine behavior patterns re-
garding washing of fresh vegetables prior
to consumption. It was administered to
shoppers at farmers markets on the island
by DHO staff or trained volunteer senior
citizens of various ethnic backgrounds.
Severa of the surveyorswere bilingual in
Ilocano and English and questioned Fil-
ipino respondents in their preferred lan-
guage. The volunteers were trained in
approaching and questioning patrons.
Prior to administering the market sur-
veys, they assisted field-testing the ques-
tionnaire.

The survey asked respondents:

»  Whether they ate raw vegetables from
garden or market;

¢ Whether they
washed the veg-
etables;

e Their beliefs re-

garding whether
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before eating.

The surveys were conducted at four
County of Kaua'i-sponsored Sunshine
Markets from May 1 to May 5, 2000.
Koloa, Lhu'e, Kapa'a and Kilauea mar-
kets were selected because of high vol-
umes of sales and their locations in south,
east, and western areas of the island.
Four or five surveyors at each market ap-
proached patrons in the parking area and
asked if they would answer a few brief
questions. Residents and tourists were
queried.

Results

176 questionnaires were completed from
the four market sites: 38 from Koloa, 59
from Kapa'a, 49 from Kilauea, and 30
from L1hu'e. Of the completed surveys,
169 respondents (96%) reported eating
uncooked vegetables from the market,
and 125 (76%) reported eating uncooked
vegetables from their own or a friend's
garden. Results are given below.

Table 1: Respondentsreporting
Washing Uncooked Vegetables
From a Farmers Market

(N=169)
Response Number Percent
Always 149 88
Most of the Time 16 10
Sometimes 4 2
Never 0 0

Responses were similar for handling of
garden vegetables (Table 2).

Table 2. Respondentsreporting
Washing Uncooked Vegetables
From a Home Garden (N=125)

Response Number Percent
Always 108 86
Most of the Time 13 10
Sometimes 3 2
Never 1 1

continued on page 3



Vegetables

continued from page 2

Regarding perceptions of patrons regard-
ing other people’s vegetable handling
practices,

e 151 people of 172 (88%) responded
that they believed a person could get
sick from eating unwashed vegetables,

e 15 (9%) said no, and

* Six (3%) did not know.

Responses to the question that asked rea-
sons for not washing vegetables included
the following:

41 - being lazy (37%),

17 - not having time (15%),

17 - “the vegetables look clean” (15%),
15 - people are not aware there is risk
(14%), and

20 - no reason (18%).

Discussion

The aims of this study were to 1) deter-
mine if people were aware that there is
the risk of disease from eating unwashed
uncooked vegetables, and 2) to determine
the practice of market patrons related to
washing of fresh vegetables prior to con-
sumption. Farmers markets were select-
ed because produce is sold directly from
the farmer to market customers. Ninety-
eight percent of market patrons who ate
uncooked vegetables purchased at the
Sunshine Market reported they washed
their vegetables always or most of the
time. Ninety-seven percent reported
washing uncooked vegetables from their
garden always or most of the time. The
expression “most of the time” was not
guantified. These responses may be bi-
ased, as respondents could be embar-
rassed if they answered “No.”

The reason for including the open-ended
question - “Why do you think some peo-
ple do not wash their vegetables before
eating?’- was to determine respondents
attitudes about vegetable washing behav-
ior that might be useful for developing
educational materials.

continued on page 9

Recommended Childhood
| mmunization Schedule -
United States, 2001

The Recommended Childhood Immu-
nization Schedule for 2001 was pub-
lished in the January 12, 2001 issue of
the Morbidity and Mortality Weekly Re-
port (MMWR) and is approved by the
Advisory Committee on Immunization
Practices (ACIP), the American Academy
of Family Physicians, and the American
Academy of Pediatrics. The followingis
a condensed version of the updated rec-
ommendations.

Each year, the Center for Disease Control
and Prevention's ACIP reviews the rec-
ommended childhood immunization
schedule to ensure that it remains current
with changes in manufacturers’ vaccine
formulations, revisions in recommenda-
tions for the use of licensed vaccines, and
recommendations for newly licensed
vaccines. The changes that have oc-
curred since the January 2000 publication
follow.

Pneumococcal Conjugate
Vaccine

In February 2000, the Food and Drug Ad-
ministration licensed a heptavalent pneu-
mococcal polysaccharide-protein conju-
gate vaccine (PCV) (Prevnar™) for use
among infants and young children. All
children aged 2-23 months should re-
ceive four doses of PCV intramuscularly
at ages 2, 4, 6, and 12-15 months. ACIP
also recommends the vaccine for children
aged 24-59 months who are at increased
risk for pneumococcal disease (e.g. chil-
dren with sickle cell hemoglobinopathies,
HIV infection, and other immunocom-
promising or chronic medical condi-
tions). For these children, ACIP
recommends two doses of PCV adminis-
tered 2 months apart followed by one
dose of a 23-valent pneumococcal poly-
saccharide vaccine (PPV23) adminis-
tered two or more months after the
second dose of PCV.

The ACIP also recommends that PCV be
considered for al other children aged 24-
59 months, with priority given to children
aged 24-35 months, American
Indian/Alaska Native and black children,
and children who attend child-care cen-
ters. ACIP recommends one dose of
PCV for children in these groups.

Editor’s Note: Please see the article on
the new pneumococcal conjugate vaccine
in the November/December 2000 issue of
the Communicable Disease Report.

Hepatitis A Vaccination
Recommendation
The ACIP continues to recommend he-
patitis A vaccine for routine use in some
states and regions (Hawai"i is not includ-
ed in those states where hepatitis A vac-
cine is recommended for routine use).

Vaccine Information Statements
The Nationa Childhood Vaccine Injury
Act requires that all health-care providers
give to parents or patients copies of Vac-
cine Information Statements before ad-
ministering each dose of the vaccines
listed in this schedule. Vaccine Informa-
tion Statements, developed by CDC, can
be obtained from CDC’'s World-Wide
Web site, http://www.cdc.gov/nip/publi -
cations/VIS.  Instructions on use of the
Vaccine Information Statements are
available at http://www.cdc.gov/nip/pub -
lications/VISvis-Instructions.pdf.

For further details, please see the en-
closed 2001 Recommended Childhood
Immunization Schedule, or call the
Hawai'i Immunization Program at (808)
586-8332.

REFERENCE

Centers for Disease Control and Preven-
tion. Recommended Childhood Immu-
nization Schedule - United States, 2001.
MMWR, 2001;50 (No. 1): 7-10.
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Cases of AIDS reported over three time
periods are shown in Table 1, comparing
frequencies of AIDS cases for sex,
racelethnicity, risk; and rates by county?.

Sex

Men still account for the majority of AIDS
cases in the State. However, the percent-
age of AIDS cases in males has decreased
from 97% in the years before 1990 to 91%
during 1995 - 1999 (the most recent peri-
od). Concurrently, the percentage of AIDS
cases among females has increased from
3% prior to 1990 to 9% in the the most re-
cent period.

Age

The percentage and number of AIDS cas-
es remains highest for those aged 30-39
years over the three time periods with
46% before 1990, 44% in 1990 — 1994
and 44% in the most recent period. The
percentage of AIDS cases in the 40-49
year age group increased from 26% be-
fore 1990 to 34% in the most recent peri-
od. The percentage of AIDS casesin the
over 49-year age group increased from
9% before 1990 to 12% in the most re-
cent period. At the same time, the pro-
portion of AIDS cases for the 20-29 year
age group decreased from 20% before
1990 to 9% in the most recent period.
There have only been 23 pediatric AIDS
cases reported from 1983 to 1999. The
13-19 year old age group accounted for
less than one percent of all cases for all
three time periods, and the 0 - 13 year old
age group has also accounted for less
than one percent of all AIDS cases.

Race/Ethnicity
Caucasians account for the magjority of
AIDS casesin Hawaii (64%). During the
three time periods, the percentage of
AIDS cases in Caucasians decreased,
while AIDS incidence has increased
among other racial/ethnic groups.
Hawaiians accounted for the second
highest number of AIDS cases. The per-
centage of AIDS cases in Hawaiians has
decreased from 12% in the 1990-1994
period to 10% in the most recent period.

TABLE 1: AIDS Incidence for Three Time Periods

Before 1990 1990 — 1994 1995 - 1999 Cumulative Total
(1983 —1999)
% (Number) % (Number) % (Number) % (Number)
Cases 21 (481) 46 (1,085) 33 (779) 100 (2,345)
AIDS Cases by Sex
Male 97 (465) 95 (1,026) 91(709) 94 (2,200)
Female 3(16) 5(59) 9 (70) 6 (145)
AIDS Cases by Age
Pediatrics (<13) <1(2) 1(11) <1 <1(15)
13-19 <1 (1) <1(5) <1(2) <l (8)
20-29 20 (95) 13 (141) 9(69) 13 (303)
30-39 46 (219) 44 (480) 44 (344) 44 (1,043)
40-49 26 (123) 29 (319) 34 (266) 30 (708)
>49 9(41) 12 (129) 12 (96) 11 (266)
AIDS Cases by Race/Ethnicity*
Caucasian 74 (357) 63 (685) 58 (455) 64(1,497)
Hawaiian 7 (35) 12 (127) 10 (77) 5 (239)
Filipino 5(24) 4(a3) 7(51) 5 (118)
Hispanic 4(19) 5(50) 6 (50) 5 (119)
Afr. Amer. 2(11) 5 (49) 5 (41) 4(101)
AIDS by Risk Behavior
MSM 31(390) 79(856) 71(552) 77(1,798)
1DU 4(18) 7(74) 9(72) 7 (164)
MSM/IDU 10 (48) 6 (68) 6 (46) 7 (162)
Heterosexual 1 (0 5(49) 8 (59) 5(115)
Other 3(18) 4(38) 6 (50) 5 (106)
AIDS Cases by County
County Before 1990 1990 — 1994 1995 — 1999 | Cumulative Total
Rate**/Number | Rate/ Number Rate/ Number (1983 -1999)
% (Number)
Honolulu 46(375) 92 (788) 63 (552) 73 (1,715)
Hawaii 50 (36) 116 (151) 70 (99) 13 (306)
Maui 36 (33) 89 (96) 31 (96) 10 (225)
Kauai 36 (17) 93 (50 57 (32 4 (99

*Only five race/ethnic group data are shown

**Rate is cases per 100,000 population

On the other hand, the percentage of
AIDS cases in Filipinos has increased
from 4% in the 1990-1994 period to 7%
in the most recent period. In addition, the
percentage of AIDS cases in Hispanic
and African Americans has also in-
creased.

Risk Behaviors
Men who have sex with men (MSM) ac-
count for the most frequently reported
risk behavior among men diagnosed in
Hawai'i. The frequency of MSM de-
clined from 81% before 1990 to 71% in
the most recent period. The second most
common risk behavior was injection drug
use (IDU), accounting for 7% of AIDS
cases. The combination category of
MSM/IDU was third, also accounting for
7% of AIDS cases. The frequency of
MSM/IDU decreased from 10% before
1990 to 6% in the most recent period. At
the same time the percentages of other

risk behaviors increased. The number of
AIDS cases transmitted through hetero-
sexual behavior dightly increased since
1990, with more than half of the female
cases (53%) being infected by heterosex-
ual contact.

County

Cumulatively, 73% of AIDS cases have
been diagnosed in the City and County of
Honolulu. However, Hawai'i County
had the highest AIDS rate (cases/100,000
population) for the1983-1989 and 1990 —
1994 periods. In the most recent period,
Maui had the highest AIDS rate. Case
rates decreased in each county during the
most recent period in comparison with
1990-1994.

United StatesHIV/AIDS
Update
e Through 1999, over 850,000 adults

continued on page 5
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and children are estimated to be living
with HIV/AIDS. 79% were men
(670,000), 2% women (170,000) and
1% children (10,000).3

e In 1999, 40,000 new HIV infections
were reported. As of June 2000,
130,352 cases were reported as HIV
(non AIDYS) infection; among these
were 128,289 adults and 2,063 chil-
dren.

e As of June 2000, 753,907 persons
were reported as AIDS cases, with
438,795 deaths. Anestimated 311,701
persons were reported to be living
with AIDS* AIDS is now the fifth
leading cause of death for people 25 to
44 years of age. 1n 1999, 46,400 new
AIDS infections were reported.®

Worldwide HIV/AIDS Update®

» The number of people newly infected
with HIV in 2000 was 5.3 million, in-
cluding 4.7 million adults, 2.2 million
women 600,000 children <15 years of
age.

e As of December 2000, the number of
people living with HIV/AIDS was
36.1 million, including 34.7 million
adults, 16.4 million women, and 1.4
million children <15 years of age.

e The number of AIDS deaths in 2000
was 3 million, including 2.5 million
adults, 1.3 million women and
500,000 children <15 years of age.

e The cumulative number of AIDS
deaths is 21.8 million since the begin-
ning of the epidemic, including 17.5
million adults, 9 million women and
4.3 million children <15 years of age.

HIV/AIDS-Related I nternet
Websites:

» Hawaii AIDS data: AIDS Surveil-
lance Quarterly Report
http: //www.state.hi.us/doh/resource/
comm_dig/std_aids/aids rep/

¢ National HIV/AIDS data: HIV/AIDS
Surveillance Report
http://www.cdc.gov/hiv/stats/hasr link.
htm.

* HIV/AIDS reporting guidelines:
Guidelines for National Human Im-

munodeficiency Virus Case Surveil-
lance, Including Monitoring for Hu-
man Immunodeficiency  Virus
Infection and Acquired |mmunodefi-
ciency Syndrome
http://www.cdc.gov/mmwr /preview/
mmwrhtml/rr4813al.htm.

* HIV Treatment Guidelines:
http://hivinsite.ucsf.edu/medical /tx_
guidelines/index.html.

¢ Globa Report: AIDS Epidemic Up-
date
http: //www.unaids.org/wac/2000/wad
00/files’'WAD_epidemic_report.htm.

Hawai'i AIDS Epidemiology
Publications
AIDS data are disseminated through pub-
lication and distribution of two docu-
ments. The AIDS Surveillance Quarterly
Report is prepared in each quarter
(March/June/ September/December) and
distributed to approximately 900 sub-
scribers including all AIDS reporting
sources statewide. The Epidemiological
Profile of HIV/AIDS in Hawai'i, is dis-
tributed annually to Community Planning
Groups, AIDS Community Care Teams,
and to any other agency requesting cur-
rent data. These organizations use infor-
mation from the Epidemiological Profile
to help plan comprehensive HIV/AIDS
prevention and care activities.

For more information, please contact the
DOH AIDS Surveillance Unit in Honolu-
lu at (808) 733-9010.

Editor’s Note: The 2000 incidence on the
accompanying graph differs fromthat re -
ported in the Surveillance Summary arti -
cle. The cases reported in the graph are
by date of diagnosis, while cases report -
ed in the Surveillance Summary table are
by date of report.
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FLU
SURVEILLANCE
UPDATES

During the flu season (October through
May), current influenza surveillance data
is posted weekly on the Department of
Health internet website. Case counts
have been increasing recently. For cur-
rent information on surveillance, sentinel
physician reporting of influenza-like ill-
nesses, isolates and strain typing, and
other information on influenza and flu
vaccines, please see www.hawaii.gov/
doh/resource/comm_dis/flu/index.htm.



Use of Diphtheria Toxoid-Tetanus Toxoid-Acellular
Pertussis Vaccine as a Five-Dose Series

Introduction
Supplemental recommendations of the
Advisory Committee on Immunization
Practices (ACIP) regarding the use of
Diphtheria Toxoid-Tetanus Toxoid-Acel-
lular Pertussis vaccine as a five-dose se-
ries were published in the Morbidity and
Mortality Weekly Report (MMWR) on
November 17, 2000. The following is a
condensed version of the ACIP' s recom-
mendations.

Four vaccines containing diphtheria and
tetanus toxoids and acellular pertussis
vaccine (DTaP) are currently licensed for
use among infants and children in the
United States; two of these, ACEL-
IMUNE® (Lederle Laboratories) and Tri-
pedia® (Aventis Pasteur, Inc.) are
licensed for use as the complete five-dose
series. The other two licensed vaccines
(Infanrix®, SmithKline Beecham Biolog-
icals, and Certiva™, North American
Vaccine, Inc.) are approved for use for
the first four doses of the five-dose series,
and for completing the DTaP series
among children who began the series
with diphtheria and tetanus toxoids and
whole-cell pertussis vaccine.

Reactogenicity of DTaP
Vaccines When Administered
as Fourth and Fifth Doses
of a Series
Data regarding use of asingle DTaP vac-
cine for the complete five-dose series are
limited, but available data demonstrate a
substantial increase in the frequency and
magnitude of local reactions after the
fourth and fifth doses. Increases in the
frequency of fever after the fourth dose
have also been reported, although in-
creased frequencies of other systemic re-
actions (e.g., fretfulness, drowsiness, or
decreased appetite) have not been ob-

served.

Despite the increased reactogenicity of
the fourth and fifth doses, acellular per-
tussis vaccines remain the preferred vac-

cines for preventing pertussis, diphtheria,
and tetanus among children because of
the improved safety profile when com-
pared with whole-cell pertussis vaccines.

Adver se Reactions After the
Fourth Dose of DTaP When
Administered asa Four-Dose
Series
Increases in erythema, swelling, and pain
at the injection site and increases in fever
have been reported with the fourth dose
as compared with the first dose for each
of the currently licensed DTaP vaccines.
These reactions typically have onset
within 2 days after vaccination and re-

solve completely without sequelae.

Adverse Reactions After the
Fifth Dose of DTaP When
Administered as a Five-Dose
Series
Data regarding the reactogenicity of a
fifth dose of DTaP administered after
four doses of the DTaP vaccine are limit-
ed, but are available for three of the four
currently licensed DTaP vaccines. These
data demonstrate further increases in the
local reactogenicity of the fifth dose
compared with the fourth dose. No data
are available regarding the frequency of
adverse events after afifth dose of Certi-

va™.,

Limb Swelling After Booster

Dosesof DTaP
Swelling involving the entire thigh or up-
per arm has been reported after booster
doses of different acellular pertussis vac-
cines. The pathogenesis of both substan-
tial loca reactions and limb swelling is
unknown.

Supplemental ACIP
Recommendationsfor Using
DTaPVaccines
Data are limited regarding differences in
reactogenicity among currently licensed
acellular pertussis vaccines. Increasesin
frequency and magnitude of substantia
local reactions at the injection site with

increasing dose number have been re-
ported for all currently licensed DTaP
vaccines. Swelling of the thigh or entire
upper arm after receipt of fourth and fifth
doses of acellular pertussis vaccines has
been documented for multiple products
from different manufacturers. However,
because reports of these reactions have
generally not been solicited during safety
studies, the frequency is unknown, and
the absence of reports does not establish
alack of reaction after receipt of particu-
lar DTaP vaccines. Data are insufficient
to establish that mixed sequences of
DTaP vaccines from different manufac-
turers are associated with higher or lower
frequencies of these reactions than re-
ceipt of asingle products of for the entire
DTaP series. Additional data regarding
the reactogenicity of DTaP vaccines
when administered as a five-dose series
are needed.

Whether children who experience entire
limb swelling after afourth dose of DTaP
are at increased risk for this reaction after
the fifth doses is unknown. Because re-
ports to date indicate that the reactions
are self-limited and in recognition of the
benefits of the preschool dose of DTaP, a
history of extensive swelling after the
fourth dose should not be considered a
contraindication for receipt of the fifth
dose of the series.

Parents or caregivers of children receiv-
ing the fourth and fifth doses of the DTaP
series should be informed of the increas-
es in reactogenicity that have been ob-
served. Although available data
demonstrate that these reactions are self-
limited and resolve without sequelae,
they might be clinically indistinguishable
from other conditions (e.g., cdllulitis) that
require treatment. Therefore, providers
must make decisions regarding evalua-
tion and management of children with
suspected reactions after DTaP vaccina-
tion on a case-by-case basis.

continued on page 10



Epidemiology and Prevention of Vaccine-Preventable Diseases
A National Immunization Program and Public Health Training Network Satellite Broadcast

March 15, 22, 29, 2001  7-10:30 AM Hawaii Time
April 5, 2001 6-9:30 AM Hawaii Time

This live interactive program will provide the most current information available in the constantly changing field of
immunization. Session #1 will cover principles of vaccination, general recommendations on immunization, and strategies to
improve immunization coverage levels. Session #2 will cover pertussis, pneumococcal disease (childhood), polio, and hib.
Session #3 will cover measles, mumps, rubella, varicella, and vaccine safety. Session #4 will focus on hepatitis B, hepatitic
A influenza, and pneumococcal disease (adult).

Goal Target Audience
To improve immunization practices in the United States. Immunization providers and other medical professionals,
medical residents, health professional students, and
Objectives policy makers.
At the end of this course, participants should be able to:
B Describe the difference between active and Faculty
passive immunity William L. Atkinson, MD, MPH, and Raymond Strikas,
m List two characteristics of live vaccines and MD, both Medical Epidemiologists, and Donna Weaver,
inactivated vaccines MN, RN, Nurse Educator, National Immunization

Program, Centers for Disease Control and Prevention.
For each vaccine-preventable disease:

B Describe the disease and the causative agent Registration and Materials
B List the groups at highest risk A $25 course registration fee covers registration and the
m |dentify those for whom routine immunization is text Epidemiology and Prevention of Vaccine-
recommended Preventable Diseases, 6" edition (2000), 2"° printing,
B State the characteristics, schedule, aka The Pink Book.
contraindications, and adverse reactions for the
vaccine used to prevent the disease. Send registration form and $25 check. Check should be
payable to State Director of Finance, ¢/o Judy Strait-
Continuing Education Credit Jones, Hawali Immunization Program, P.O. Box 3378
Continuing education credit will be offered for a variety of Honolulu, HI 96801.
professions, based on 14 hours of instruction. Pharmacy
credits will be available. Registration forms and payment must be received

by March 12, 2001. Checks only please.
Confirmations will be faxed to registrants. Please call
Judy Strait-Jones at (808) 586-8321 if you have not
received confirmation by March 13.

crecsasssssssssnsnnssasssssansssssnnssnansnasenssss REGISTRATION seccscesnannannsannnnaassnccnsnnnsssasssacscenss
NAME TITLE
ORG FAX
PHONE E-MAIL
ADDRESS
SITE (mark one): __State Lab, Pearl City __State Hospital, Kaneohe
__DOH/Kinau Hale Board Room __Maui (to be confirmed) ___DOH Environmental Health Bldg, Hilo

___Kapaa Middle School, Kauai (to be confirmed)

Mail registration form and $25 check. Check should be payable to State Director of Finance, c/o Judy
Strait-Jones, Hawaii Immunization Program, P.O. Box 3378, Honolulu, HI 96801.



Hawai 1 Surveillance Alert:
Poliomyelitis in the Dominican Republic and Haiti

Since July 12, 2000, 19 persons with
acute flaccid paralysis (AFP) have been
identified in the Dominican Republic.
These include six laboratory-confirmed
cases with poliovirus type 1 isolates
(wild type 1 poliovirus causes most of the
AFP in countries where polio is till en-
demic). All AFP cases were in children
who were either unvaccinated or had re-
ceived fewer than the four recommended
doses. In Haiti, asingle case of laborato-
ry-confirmed poliovirus type 1 has been
reported to date. The last reported case
of AFP had a date of onset of November
18, 2000. Mass polio immunization cam-
paigns are underway in both countries to
stop the outbreak. The Dominican Re-
public and Haiti have about 8 million
people each and share the island of His
paniolain the Caribbean.

It appears the outbreak virus is derived
from oral polio vaccine (OPV). Thisvac-
cine-derived virus has approximately
97% genetic identity to the parent vac-
cine strain, and appearsto have recovered
neurovirulence and transmissibility char-
acteristics typical of wild poliovirus type
1. Nucleotide sequencing suggests that
the virus has been circulating for about 2
years. The origin and continued circula-
tion of this strain is in neighborhoods
where routine vaccination coverage is
low. Poor sanitation in these rural and
under developed neighborhoods may also
have facilitated spread of the virus.

This s the first documented instance of a
vaccine-derived poliovirus type 1 out-
break. A similar but not identical out-
break was reported in Egypt with
vaccine-derived type 2 poliovirus. The
type 2 poliovirus circulated during a ten-
year period and caused more than 30 cas-
es of paralytic polio, ending in 1993.
Common to both outbreaks were unvac-
cinated people. The outbreak in Egypt
was brought under control when children
were immunized with OPV.

Polio Vaccination before Travel
Because there is frequent travel between
the United States and the Dominican Re-

public and Haiti, the Centers for Disease
Control and Prevention (CDC) has ad-
vised al State Health Departments to en-
hance their poliomyelitis surveillance,
especialy in communities with large im-
migrant populations from Haiti or the
Dominican Republic. The CDC has is-
sued a travel advisory recommending
that all persons traveling to the Domini-
can Republic and Haiti be up-to-date on
their polio vaccinations. Adults should
receive one lifetime booster of polio vac-
cine. School-age children and adoles-
cents who completed a primary series
may receive an additional dose of inacti-
vated polio vaccine (IPV) before travel.
Infants and children who are up-to-date
on their routine immunization schedule
and have at least two (preferably three)
doses of poliovirus vaccine should be ad-
equately protected.

Poliomyelitis I nfection and
[lIness

Description. Poliovirus is highly viru-
lent among susceptible persons, with in-
fection rates of nearly 100% among
susceptible household contacts of chil-
dren, and higher than 90% among sus-
ceptible household contacts of adults.

Epidemiology. Poliovirus is spread via
the fecal-oral route, or through respirato-
ry secretions. The incubation period for
poliomyelitis ranges from 3 to 35 days.
Cases are most infectious from 7-10 days
before and after the onset of symptoms,
but poliovirus may be present in the stool
for 3to 6 weeks. Therisk of contracting
poliomyelitis in the United Statesis min-
imal because vaccination rates against
polio are high.

Clinical Syndromes. In most cases
(72%), poliovirus infection is asympto-
matic. In other cases (24%), infection
causes a viral syndrome with a few days
of any combination of the following
signs and symptoms: fever, malaise,
drowsiness, headache, nausea, vomiting,
congtipation, and sore throat. Much less
commonly, poliovirus infection presents
as aseptic meningitis (4%), or as paraly-
sis (0.1-2%).

Paralytic Polio. Paraytic poliomyelitis
typically presents with rapid onset of
flaccid paralysisand fever. Paralysispro-
gresses to its maximal extent within a
few days, and usually progresses no fur-
ther once fever resolves. Paralysisistyp-
ically asymmetric, associated with
decreased or complete loss of deep ten-
don reflexes and without involvement of
sensory nerves. Paralysisif not complete
is usualy more marked proximally.

Poliomyelitis Surveillancein
Hawai’i

The Hawai'i Department of Heath
(DOH) advises health professionals that
poliovirus infection be considered in the
differential diagnosis of all patients pre-
senting with acute flaccid paralysis.
Clinicians seeing such patients should
immediately contact the DOH (see be-
low) and obtain stool, throat, and cere-
brospinal fluid for viral culture, and acute
and convalescent serum to measure titers
of neutralizing antibodies to poliovirus.

The DOH recommends that patients with
aseptic meningitis who have visited the
Dominican Republic or Haiti within the
past four weeks have stool and cere-
brospina fluid samples taken for viral
culture. Clinicians should immediately
report such patients to the DOH.

Report the above cases to the DOH at the
following numbers:

O"ahu: (808) 586-4586

Hawai'i: (808) 933-0912

Maui: (808) 984-8213

Kaua'i: (808) 241-3563

Emergency After Hours: (808) 247-2191

For more information, please contact the
Hawai'i Immunization Program in Hon-
olulu at (808) 586-8332.

Submitted by Steven Terrell-Perica, M.A,,
M.P.H., M.PA., Centers For Disease
Control and Prevention Public Health
Advisor to the Hawai'i Immunization
Program, Epidemiology Branch.
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The following 33 articles were published
in 2000 in the Communicable Disease
Report. They are listed alphabetically by
subject, with the date of publication and
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DEC) (4)
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tant Infections (MAR-APR) (5)

Hansen's Disease in Hawai i, Active Sur-
veillance For (MAR-APR) (6)

Hantavirus, No Fatality in Hawai’i
(MAY-JUN) (1)

Hepatitis C Training (SEP-OCT) (1)

HSPAMM Program, The (NOV-DEC)
(7

Immunization, 2000 Recommended
Childhood Schedule (JAN-FEB) (8)

Immunization Program, Hawai“i: Impor-
tant Telephone Numbers (SEP-OCT)
©)

Index of Articles, 1999 (JAN-FEB) (1)

Influenza Pandemic, Preparing for the
Next (MAY-JUN) (8)

Influenza Surveillance Notice, Important
(NOV-DEC) (3)

Influenza Vaccine Shortage (SEP-OCT)
®

Leptospirosis, Clinical Diagnosis and
Management of (MAR-APR) (9)

Minette, AlohaDr.! (MAR-APR) (1)
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Pneumococcal Disease among Infants
and Young Children, Preventing
(NOV-DEC) (8)

continued on page 10

Vegetables

continued from page 3

The reasons given by respondents about
why people don’'t wash their vegetables
must be viewed in the context of one per-
son’s opinion of another’s behavior. The
88% of respondents who claimed to al-
ways wash their vegetables were giving
their opinions for behavior of others who
don’t always wash raw vegetables. The
most frequent answer given was that the
person was “lazy”. Some even went fur-
ther and said, “They're stupid!” One sur-
veyor reported that two elderly
respondents would not give reasons why
others might not wash vegetables, but an-
swered, “You MUST wash!” The second
most frequently given reason was related
to time constraints, with responses like
“too much in a hurry”, and “no time.”
Some felt that the clean appearance of
vegetables encouraged people to by-pass
washing, especially if they werein ahur-
ry to prepare dinner for a hungry family.

People who answered the questionnaire
were very diverse in residence (local vs.
tourists), ethnicity, age, economic status,
dietary preferences and food preparation
and cooking practices. However, the
guestionnaires did not quantify the above
characteristics of those interviewed.

Another limitation to the survey was that
the information was self-reported. The
surveyors were identified with DOH
identification tags or “Department of
Health Volunteer” name- tags on cloth-
ing. They introduced themselves, “I am
from the Department of Health”. Re-
spondents could have answered what
they thought the surveyor wanted to hear
or what they thought was the correct an-
swer rather than reporting their actual be-
havior.

In spite of the survey’s limitations, it ap-
pears that 97 to 98% of Sunshine Market
patrons are aware that they should be

washing their uncooked vegetables be-
fore eating them. Whether they actually
do wash them could not be determined by
this survey.

Conclusions and
Recommendations

Kaua'i Sunshine Market patrons appear
to understand that there is risk of illness
if raw vegetables are not washed before
eating. The mgjority of patrons said they
wash market and garden vegetables be-
fore eating them. However, some patrons
do not thoroughly wash the produce or do
not wash them at all, and face the risk of
illness from microbes on the produce.
The County and State agencies con-
cerned with consumer and food safety
need to educate market vendors to wash
farm produce with water suitable for
drinking prior to marketing it. Informa-
tion should also be distributed to con-
sumers advising them to wash vegetables
and fruit before consumption. It is rec-
ommended that all farmers markets
should post a banner stating: “Washing
your produce is just common sense.”

For more information, please call the
Kaua'i Digtrict Health Office in Lihue at
(808) 241-3563.
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Articles Submitted
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(10)
Communicable Disease Division -
Administration (3)
Epidemiology Branch - Investiga-
tions (4)
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2
3

DipheriaVaccine
continued from page 6

I nter changeable Use of
Acedllular Pertussis Vaccines
Data are insufficient to document the
safety, immunogenicity, and efficacy of
using DTaPvaccines from different man-
ufacturers in a mixed sequence. For this
reason, the AClPrecommends that when-
ever feasible, the same brand of DTaP
vaccine should be used for all doses of
the vaccination series. However, the vac
cine provider might not know or have
available the type of DTaPvaccine previ-
ously administered to a child. Neither
circumstance should present a barrier to
administration of DTaP vaccine and any
of the available licensed DTaP vaccines
can be used to complete the vaccination

series.

For further details or to view, download
and print the entire ACIP Supplemental
Recommendations, visit the Center for
Disease Control and Prevention's web
site, http://www.cdc.gov/MMWRmMmwr
_rr.ntml.

For further information, please call the
Hawai'i Immunization Program in Hon-
olulu at (808) 586-8332.
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Centers for Disease Control and Preven-
tion. Use of Diphtheria Toxoid-Tetanus
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2000 Surveillance Summary

The following are provisional 2000 state and county communicable disease totals by date of report and incidence rate (cas-
€5/100,000 population). The diseases listed correspond to those in the Communicable Disease Surveillance graph that appears
on page 11. Incidence rates arein bold print. Changes in state case totals from 1999 are also listed.
Disease 2000 Cases and I ncidence Rates by State and County

State Change Rate Honolulu Rate  Hawai Rate Maui  Rate Kauai Rate
AIDS 110 8 9.3 81 9.4 9 6.3 16 131 4 7.1
Campylobacteriosis 838 -41  70.7 625 723 97 681 88 721 28 495
Chlamydia 3477 365 293.3 2854 330.1 331 2325 227 186.1 45 796
Giardiasis 106 -8 89 74 8.6 12 8.4 14 115 6 106
Gonorrhea 440 23 371 391 452 24 169 20 164 4 7.1
Hepatitis A 27 3 2.3 21 2.4 4 2.8 2 1.6 0
Salmonellosis 236 -105 199 193 223 23 162 16 131 4 7.1
Tuberculosis 136 -48 115 107 124 7 49 20 164 2 35
Ciguatera Poisoning 38 -5 3.2 14 16 9 6.3 10 8.2 5 8.9
Hansen's Disease 15 -7 13 9 1.0 6 4.2 0 0
Acute Hepatitis B 15 2 13 11 13 2 14 1 0.8 1 1.8
L eptospirosis* 36 -5 3.0 10 12 16 11.2 1 0.8 9 15.9
Measles 4 1 0.3 3 0.3 0 1 0.8 0
Pertussis 32 2.7 -3 12 14 2 14 8 6.6 10 177
Rubella 0 0 0 0 0
Syphilis, Primary 2 -2 0.2 0 2 14 0 0
and Secondary
* = Incompl ete Reporting.




Communicable Disease Sur velllance
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Selected Diseases by Date of Report*
Hawai‘i, 2001 Year-to-date Through January

0 1 2 3 4 5

* These data do not agree with tables using date of onset or date of diagnosis.
**The number of cases graphed represent 10% of the total number reported.
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